Directly Observed Therapy (DOT) Medication Log

Health Department
Patient’s name Birthdate Gender
last, first, middle
Address: Phone #
DOT site if different from above address:
DOT—dosage: (#) days per week. TB Physician: Phone #
Drug: Cominents: Service |
Provider
Date: Dose: Initials
Initials: Name: Initials: Name:
Initials: Name: Initials: Name:
Initials: Name: Initials: Name:




